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Ensemble pour un systéme de santé qui apprend

COMPENSATION REQUEST TEMPLATE

Request date

Requester*®

Applicant*

Name of the healthcare partner

Employee number (if applicable)

UBR (if applicable)

CBS (if applicable)

Amount of compensation

Number of hours

Title of the mandate

Description of the activity

Month(s) concerned

Request approval status

Approver

* The requester may be the person responsible for finances
* The applicant may be a member of senior management



